INTRODUCTION
Oral cancer represented mainly by oral squamous cell carcinoma (SCC) is the eighth most common cancer worldwide accounting for more than 300,000 new cases and 145,000 deaths in 2012. [1] Despite recent advances in cancer detection and therapy, oral cancer remains a public health problem, especially in developing countries. A recent report of the GLOBOCAN Global Burden of Cancer study 2012 shows that the WHO southeast Asia region comprising mainly India, Sri Lanka, Pakistan, and Taiwan has the highest incidence and mortality rates of oral cancer worldwide. The GLOBOCAN data reveals that the crude rate and age-standardized incidence rate are higher in more
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ABSTRACT
Gingival enlargements are frequently encountered in dental practice. There are different types of gingival enlargements and they vary according to the etiologic factors and pathologic processes that produce them. The exact diagnosis of the enlargement is important as some gingival enlargements can cause extensive morbidity or even mortality. Oral cancers especially squamous cell carcinomas present with variations in clinical presentation and the sites affected. A detailed medical history, clinical examination and radiographic evaluation will help identify the lesion. A biopsy will help provide a definitive diagnosis. An early diagnosis and treatment of squamous cell carcinomas is important as these tumours have a propensity for invasion of adjacent tissues and distant lymphatic metastasis which leads to a worsened prognosis. In this case report, the diagnosis and management of squamous cell carcinoma masquerading as a gingival overgrowth in the mandibular anterior region in a renal patient is reported. Dentists need to be aware and alert of the possibility of squamous cell carcinoma presenting on sites such as gingiva thereby preventing extensive morbidity and even mortality in these patients.
than males. [7] GSCC has been reported with varied clinical appearance, mainly as an exophytic mass with either a granular, papillary, or verrucous surface or as an ulcerative lesion. It is often a slow growing, asymptomatic lesion which is often misdiagnosed as chronic inflammatory enlargement, pyogenic granuloma, or a fibroma. The initial symptoms are usually an intraoral mass or swelling, ulceration, pain, ill-fitting denture, mobility of teeth, or unhealed extraction site.
SCC presents with different levels of differentiation and has a high propensity for lymph node metastasis. In spite of the recent advances in diagnosis and treatment modalities, <50% of oral SCC patients survive for 5 years. [8] Late diagnosis, regional lymph node metastasis, and recurrences are the major causes related to the poor prognosis and reduced survival for oral SCC patients. [9] This case reports the diagnosis of GSCC in a renal patient which presented as a gingival overgrowth involving the lingual gingiva of mandibular anterior teeth.
CASE REPORT
A 49-year-old male patient visited our clinic in December 2015 with a chief complaint of swelling of gums in the lower jaw. An informed consent was obtained from the patient for taking a detailed case history and treatment planning.
The patient had been a smoker (4-5 cigarettes per day) for the past 20 years. He was also using alcohol frequently. He was hypertensive and was under medication (nifedipine) for the past 5 years. He was also under the care of the Nephrology unit of a local hospital for interstitial nephritis for the past 5 years.
His dental history recorded periodic oral prophylaxis visits. He stated that he had noticed a small swelling on the gums on the inner surface of the lower anterior teeth for 3 months. He visited a local dentist who prescribed an antibiotic ointment (Metronidazole gel) for topical application. However, the swelling continued to increase in size and so he decided to consult a specialist and reported to our clinic. The patient did not have any pain which was the reason for the delay in asking for a second opinion about the swelling. Extraoral examination revealed palpable, firm, mobile, and nodular submandibular lymph nodes on the left side. The patient was initially advised to take an intraoral periapical radiograph. Radiographic evaluation showed extensive bone loss in relation to tooth number 41, 31, 32, and 33 [ Figure 2 ].
Based on the patient's history, clinical and radiographic evaluation a provisional diagnosis of pyogenic granuloma was made with a differential diagnosis of SCC.
Nonsurgical periodontal therapy was done and chlorhexidine mouthwash was prescribed twice daily for 1 week. However, no change in the gingival enlargement was observed at 1 week recall. The case was discussed with his consultant nephrologist and an excisional biopsy of the lesion was done.
Histopathology
Histopathological examination showed hyperplastic hyperparakeratinized stratified squamous epithelium with features of dysplasia. The surface epithelium showed breach in the continuity of the basement membrane. The underlying connective tissue was densely collagenous and showed numerous islands of neoplastic epithelial cells and abundant keratin pearl formation. Moderate amount of chronic inflammatory infiltrate was also seen composed of lymphocytes, A cone beam computed tomography scan was done to assess the extent of alveolar bone involvement. Severe bone loss was seen in relation to teeth number 31, 32, 33, and 41 extending up to the apical third giving a floating teeth appearance [ Figure 4 ].
To assess the extent of lymph node involvement an ultrasonogram of the head and neck was done. It revealed the presence of a small benign appearing subcutaneous nodule (4.6 mm × 3.1 mm) with central cystic degeneration in the right posterior triangle. A small submandibular lymph nodes measuring 2.8 mm in short axis and a few, small, level two, lymph nodes measuring 2-3 mm which appear reactive were noted on the left side. Echo texture of submandibular glands appeared normal. Bilateral thyroid gland appeared normal.
The patient was immediately referred to Regional Cancer Centre, Trivandrum (a comprehensive cancer hospital) for expert management. A wide excision of the lesion with margins was done followed by bilateral functional neck dissection of regional lymph nodes. This was followed by fractionated radiotherapy sessions. The patient is being followed up for the past 8 months and no signs of recurrence have been detected.
DISCUSSION
SCC is defined as a malignant epithelial neoplasm exhibiting squamous differentiation characterized by the formation of keratin and/or the presence of intercellular bridges.
The appearance of SCC in the gingiva makes its diagnosis confusing. It can be mistaken for other proliferative lesions of the gingiva such as pyogenic granuloma, inflammatory enlargements, drug-induced enlargements, or conditioned enlargement. Epstein et al. in 2012 has shown that clinical oral examination was considered to have poor overall performance as a diagnostic method for predicting dysplasia and oral SCC. Therefore, it is important for a clinician to combine a thorough intraoral examination and radiographic evaluation to arrive at a provisional diagnosis. A conclusive diagnosis can be arrived only after a biopsy is taken and histopathological examination is done.
SCC of the gingiva more frequently involves the mandible than maxilla and 60% of these are located posterior to the premolars. [5] Other sites of GSCC reported include posterior maxilla, anterior maxilla, and rarely anterior mandible. [10] It is mainly observed in females older than 50 years. However, some studies have shown a male predilection.
The clinical presentation in this case was unique because it was located on the lingual gingiva of anterior teeth in the mandible. GSCC presenting as an aphthous ulcer of lingual gingiva near lingual frenum of mandible has been reported. [11] The problem with GSCC is that in early stages the lesion may mimic periodontal disease and will be symptom less which could lead to a diagnostic delay. Another important feature of GSCC is its higher degree of aggressiveness with an increased invasion of adjacent tissues and increased chances of lymphatic metastatic spread. It is therefore imperative for the clinician to diagnose and manage the carcinoma early to prevent extensive spread and improve the prognosis of the lesion. In the present case, the confirmatory diagnosis was arrived with the histopathological report which showed the features of a well-differentiated SCC. There was invasion of adjacent bony tissue at the time of diagnosis (T4-primary tumor).
A strong association has been established between the advanced stage of disease and poor prognosis in oral cancer. [12] The presence of bone invasion in GSCC influences the presence of neck metastasis, treatment decisions (type of resection), and prognosis of the tumor. The overall survival rate for GSCC is said to be about 54%. [13] In the present case, the patient suffered from interstitial nephritis, a form of chronic kidney disease. A search of dental literature shows no reports of renal diseases causing SCC of the gingiva. Therefore, in the present case, the development of GSCC could be purely a coincidental finding with the patient's history of smoking and alcohol use.
Treatment options have ranged from resection of maxilla and mandible, radical neck dissection depending on the extent of invasion, and lymphatic node spread. If diagnosed early, lesions have been treated with radiation therapy. Total diagnostic delay in oral cancer is defined as the time from the first onset of signs and symptoms up to the definitive diagnosis. In this case, the total diagnostic delay had been 3 months which is similar to other studies reported. [14] 
CONCLUSIONS
General dentists frequently encounter oral lesions that are ambiguous in clinical presentation and behavior. Oral cancer is considered to be a major health concern and SCC is the most frequently associated neoplasm of the oral cavity. GSCCs are more common in the mandible than maxilla and 60% of these occur posterior to the mandible. However, dentists need to be aware and alert of the possibility of SCC presenting on the anterior gingiva as well, rather than traditional sites of presentation. A biopsy will give a definitive diagnosis and prompt treatment will help improve the prognosis. This case report reinforces the importance of taking gingival biopsies for all gingival swellings and submitting these biopsies for histopathological examination thereby decreasing the morbidity and subsequent mortality resulting from GSCC.
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